The radiographe appearance of an air crescent surrounding a dense opacity is classically associated with pulmonary aspergilloma in patients with pre-existing lung disease such as healed tuberculous cavities. ' We describe three patients with previously normal chest radiographs who developed air crescents as a manifestation of invasive pulmonary aspergillosis complicating acute leukaemia. In a further patient, who died of disseminated aspergillosis, an appearance mimicking pulmonary aspergilloma was found at necropsy. To our knowledge only 12 similar cases have been reported,2-5 and in none was tomography performed to aid diagnosis. Whether the pulmonary infarct results from the occlusion of pulmonary vessels by fungal elements is unknown. Certainly both of our patients who died showed vascular invasion by fungal hyphae at necropsy.
Although the lesions observed in our patients superficially resemble pulmonary aspergillomas, there are important differences between the two. Classical pulmonary aspergillomas develop slowly, and are due to colonisation of pre-existing lung cavities by AspergiUlus species, which behave as saprophytes. There is no fungal invasion of surrounding lung. The wall of the cavity is thin, and consists of fibrous tissue lined by ciliated columnar metaplastic squamous epithelium. The central mass or "fungal ball" comprises a dense meshwork of intertwined mycelia that lacks a lung tissue component. This clinical and pathological picture clearly contrasts with the rapid development of air crescents and the histological findings noted in our own patients and in the similar cases previously described. [2] [3] [4] [5] Invasive pulmonary aspergillosis in patients with acute leukaemia is often difficult to diagnose, and usually requires lung biopsy, either transbronchially using the fibreoptic bronchoscope or as an open procedure. In all 12 previously described patients with acute leukaemia who developed air crescents and in the four patients described here AspergiUlus species were the only causative organisms identified. Evidently therefore the presence of this sign allows the diagnosis of invasive pulmonary aspergillosis to be strongly suspected on the basis of a chest radiograph alone. Our experience suggests that tomography may be valuable in allowing earlier detection of air crescent formation, and this investigation should be considered as a means of faclitating the diagnosis of this potentially lethal infection. 
